It is evident from a study of the literature that the problem of dealing with the relatives of psychiatric patients has been recognized, but there remains a relative lack of organized information on this subject. Perhaps this is due to a generalized but often covert feeling among practitioners of psychotherapy that relatives constitute a hindrance to the effective treatment of mentally ill patients. As pointed out by Stanton and Schwartz," such attitudes with regard to relatives often occur unconsciously in the therapist. On the other hand, many psychiatrists frankly state that dealing with relatives in any manner is detrimental to the effective management of the patient. Another source of obscurity about this subject lies in the fact that often what a therapist does with regard to relatives is done on an intuitive basis, a situation which lends itself poorly to a clear formulation of what is being done.
At any rate, we have a growing awareness that there are advantages, but also problems to be encountered, in dealing with the relatives of mentally ill patients. Evidence of this trend is the current procedure of many 'childguidance clinics of dealing therapeutically with both the 'child and one or both parents simultaneously. In the field of private practice with adult patients, psychotherapy of marriage partners has formed the object of a number of contributions'. Some workers" have reported on the positive merits of group therapy with the parents of schizophrenic patients.
The time has passed when responsibility for mental illness must be shouldered exclusively by the patient or his "constitution". Also, in the process of being discarded is the notion that the family alone, or the parents alone, are to blame for the occurrence of mental illness in the patient. In accord with the concept elaborated by Ackerman-we feel that the more realistic and current trend recognizes mental illness as a totalized process. This stresses the need to treat the patient and the family as a totalized unit. Succintly expressed, this represents an objective attitude that the patient and his family are a sick family and not merely a sick person who has a family. The family members, in this respect, are not seen as mere bystanders in the patient's illness. This constitutes the rationale for a therapeutic approach which seeks the family's useful participation and collaboration. Of this more will be said subsequently.
Our observations were made within the situational framework of High Point Hospital, a private, 45~bed psychiatric hospital. Almost all patients are admitted here on a voluntary basis. The senior staff consists of psychoanalytically trained psychiatrists. The treatment emphasis is on intensive psychoanalytically oriented psychotherapy with the shock and drug therapies used adjunctively. All varities of psychiatric disorders are represented in the patient population, although the majority of the patients are schizophrenics, many of them borderline cases. There is no separate social service department and all dealings with relatives are carried on by the therapists themselves. Most of the patients belong to an upper-middle class level of urban society, many with an educational background of college level. Since High Point Hospital counts among its patients a majority of schizophrenics, for whom long-term, intensive psychotherapy is often the treatment of choice, we believe that an adequate period of hospitalization is highly desirable for the patient's welfare. Inasmuch as many of the problems encountered with relatives concern the maintenance of hospitalization, the therapist, who, through his contacts with the relatives, has contributed to such maintenance, has by the same token enhanced the patient's chances for recovery.
If personal dealings with relatives are to have their maximum value, the objective has to be more comprehensive than merely utilizing them as sources of historical and collateral information about the patient. However, this objective remains entirely valid and fruitful. Particularly with schizophrenic patients is this true, because of the frequent distortions they make both in their thinking and reporting. Through the acquisition and scrutiny of collateral information, one can discern not only gross but even subtle manifestations of paranoid thinking, grandiosity and other psychopathological features. It is of course true that in many instances, facts or situations as reported by relatives contain a variable 'amount of distortion, just as one observes in therapeutic transactions with patients. This very fact, however, permits one to obtain revealing glimpses of the family dynamics in action. Furthermore, with the opportunity of repeated contacts with the family, the therapist is enabled, in spite of the distortions in the data offered by the patient and the relatives, to make accurate, personal formulations as to what, in any given situation, actually occurred. We are inclined to stress the importance for the therapist of repeated contacts with the relatives as a simple means of obtaining historical data along with significant discrepancies therein. Also, this permits fruitful observations concerning the dynamics of the family as a whole, and the particular patterns of interaction of the patient himself within the family unit.
There are other valid objectives which a therapist has in dealing with relatives. By and large, most families as a unit are fundamentally interested in behaving in the patient's best interests. This remains true in spite of the fact that what the relative believes to be best for the patient may not coincide with the patient's actual needs. One also knows of course that a relative can constitute, wittingly or unwittingly, an influence upon the patient that is quite destructive. However, since relatives generally are desirous of participating in some way in the total treatment situation of the patient, the therapist naturally seeks to insure that their participation will be beneficial rather than detrimental to the patient's treatment. This requires the therapist to have sufficient contact with the relatives so that he may evaluate which is most constructively inclined, and recognize and control destructive tendencies in others.
Contacts with relatives are also of value in alleviating their countless anxieties through the giving of proper information and the correction of misconceptions. More will be said of this subsequently.
In spite of the importance we have placed on therapist-family contacts, we tend to temper enthusiasm with a realization that only limited goals may be achieved in dealing with relatives. We avoid extravagant expectations of lasting attitudinal or behavioral changes in the relatives. It is occasionally possible, however, to make therapeutic use of this very fact, as we will attempt to illustrate with a later case in point.
Relatives, generally speaking, when faced with the prospect of mental illness in the family, manifest anxiety, and defensiveness as a response to this very anxiety. These responses of relatives constitute primary problems which have to be dealt with in working with them. Naturally a working understanding of the sources of the anxiety in particular relatives is helpful.
ANXIETY
We will not attempt to explore all the known causes of the anxienes of relatives, but rather to mention some of the more obvious ones, and elaborate on some others which in our experience have appeared particularly significant or troublesome.
Shame with regard to mental illness, a sense of personal or family stigma, are still prevalent, in spite of all the efforts to increase public understanding and tolerance. This sense of shame is sometimes openly stated, more often it is merely implied. Yet it rarely fails to provoke anxiety in relatives, and various defensive operations which are sometimes quite detrimental to the patient's welfare. This occurs for example when shame impels the relative to minimize if not to deny the very existence let alone the gravity of the mental illness in the patient.
Relatives will often develop anxiety because of guilt feelings concerning their at least dimly felt participation in the 'causation of the patient's illness.
Even today, one encounters anxiety in relatives in connection with fearsome expectations that mental illness is hereditary and that it will be transmitted to the patient's offspring. Yet another observable cause of anxiety in relatives is the feeling that mental illness is incurable, and that little hope can be held for the patient's eventual improvement or recovery. In the case of a previously untreated patient, anxiety in relatives may result from their feeling negligent in not recognizing either the existence, the nature or the gravity of the patient's illness.
Relatives often show anxious perplexity in the face of the patient's illness and quite openly confess a more or less complete lack of understanding of "what it is all about". This is a reaction which all too frequently provokes in the therapist an unfortunate tendency to develop an ambivalent, often critical attitude toward the relative." This often is related to the therapist's covert tendency to identify with the patient. The nature of such responses to relatives on the part of the therapist is not difficult to unmask. This is more in the nature of true transference since the therapist is unwittingly reacting to the patient's relatives as very often he might to his own. This is in contrast to the usual countertransference response in which the therapist irrationally and without awareness responds to an irrational stimulus provided by the patient himself. The therapist who deals directly with relatives must always be mindful of the fact that psychological illness is after all an extremely complex and only partially understood process. The average relative cannot then be expected to show any great amount of objective understanding of the patient's illness. This is true above and beyond the fact that relatives lack true understanding because of their emotional involvement with the patient.
A phenomenon which is also observable asa source of anxiety in relatives when a patient is admitted to a psychiatric hospital is the dawning awareness that he or she is threatened with having to adjust to or live with a psychotic person. This can be observed to create a diffuse anxiety, which at times is quite overwhelming to the relative. We recollect the uncanny dread momentarily experienced by a husband who had come to recognize the gravity of his wife's illness. He stated: "My God, what did I marry ..."
Relatives are made anxious by the financial shift that results when the family breadwinner is incapacitated by mental illness, and another family member is faced with the responsibility of providing for the family in whole or in part. The lowering of the total family income due to the cost of hospitalization and the disappearance of savings intended for schooling or old age are all sources of anxiety.
Certainly the major and most complex factor related to the anxiety of relatives is the withdrawal through hospitalization of the ill person and whatever emotional needs he supplies to the other family members. When this occurs, one needs to be alertly observant of the manner in which the patient and one relative or more struggle to maintain a form of mutual interpersonal balance, a certain implicit homeostatic arrangement one with the other. Under close scrutiny this invariably is seen to have existed for a long time. It has beer; spoken of, especially with regard to schizophrenics, as a symbiotic process between the patient and the relative. Lewis HilJ2 has made an interesting contribution to the understanding of this problem in his remarks about the "schizophrenogenic mother".
Hospitalization, because of the threat it produces to this morbid symbiotic balance between patient and relative, often constitutes in itself a source of considerable anxiety in relatives.
The following represents a dramatic illustration of the interpersonal balance described, although in this example the reactive change in the relative occurred in the form of an unusual improvement in physical functioning.
Case 1: B.S., a 42 year old married physician, was hospitalized in an acute state of pan-anxiety of schizophrenic proportions. The patient's pre-morbid personality was characterized by marked schizoid features and a great deal of sustained dependency towards his parents, especially his mother. The patient's mother had exercised a high degree of influence over the patient through the medium of chronic complaint, usually of a somatic nature. Three years before, the patient's mother began to complain bitterly of symptoms referrable to rheumatoid arthritis. The patient became quite concerned, made arrangements to have his parents move from a distant section of the city into an apartment in the same building in which the patient practiced. Thereafter, he treated his mother assiduously, in spite of which she led the life of a partial invalid. The patient persisted in treating his mother, although she presented only symptoms of the illness, without physical or radiographic evidence of arthritis. This occurred in spite of the fact that the patient was a well-qualified internist and a rather meticulous diagnostician. When the patient became mentally ill, his mother began to show dramatic freedom from arthritic complaint and blossomed physically. The observation of this phenomenon increased the therapist's understanding by crystallizing the warped nature of the patient's relationship with his mother, and permitted further therapeutic exploration of it. This same patient would characteristically confide most of his own family's even commonplace difficulties to his parents, in spite of his awareness that they would worry themselves to excess and telephone the patient several times a day for reassurance that all was well. In spite of his awareness of the irrational character of his morbid dependence, the patient persisted in this practice, often incurring the critical disapproval of his wife. This compulsive tendency to confide in his parents evidently corresponded to a morbid need in this patient. Conversely his mother's ability to obtain the patient's constant medical attention to her varied physical complaints, constituted a veritable, largely unconscious "devil's bargain", whereby there was silent agreement that each would tolerate the irrationality of the. other in order to gratify their symbiotic needs. As this situation grew clearer, it became possible to explore the morbid aspects of this relationship further.
DEFENSIVENESS
Most of the problems encountered in dealing with relatives stem from the defensiveness they show with respect to their fears and anxieties about the hospitalized family member. The defensiveness of relatives manifests itself in a variety of more or less troublesome reactions. We would like to single out a few which have commanded our special attention. overt obstructionism with The following case will One type of relative tends to engage in rather regard to the treatment program of the patient. illustrate this point.
Case 2: Mrs. F. R., a 32-year old married female, was admitted with a history of having suffered recurring bouts of depression, anxiety, severe phobic reactions and vague feelings of unreality over a period of one year. Although in psychiatric treatment for many months prior to admission, this patient over the objections of her husband and her therapist took the initiative of admitting herself to High Point Hospital, feeling that she could no longer "cope wth the situation". In reality Mrs. R. had sensed the dreadful imminence of overpowering panic and had been able to mobilize enough motivation to seek hospitalization. With time a diagnosis of schizophrenia was made. The patient's husband, from the onset, was unable to grasp the gravity of his wife's condition. Contrary to advice he exerted great pressure to take his wife off the grounds for more or less prolonged absences from the hospital. When this occurred, the patient invariably experienced an aggravation of her symptomatology, which however did not deter Mr. R. from maintaining his pressure. His own great anxiety made him attempt to prove that she was "not so sick" by having her do what we knew she was not ready for. Attempts to work with Mr. R. on this problem revealed only that his anxiety would not permit him to modify his destructive behavior, and that too emphatic disagreement on our part would provoke him into bringing about the 'premature discharge of the patient. It was therefore elected to tolerate some of his ill-advised demands whenever we felt no lasting harm to the patient would ensue. These enforced outings continued to he followed by periods of severe anxiety. Finally Mr. R. recognized much more than he had that his demands and behavior were detrimental to the patient. Concurrently, this situation was dealt with in therapy and it became :l.pparent to Mrs. R. that the ill-advised outings increased her distress. In time the patient became able to assume a more self-protective and asserting role with her husband. With such a method of handling the situation, the patient remained in treatment sufficiently long so that she could leave considerably improved, although some minor difficulties with Mr. R. persisted throughout.
It might be added, incidentally, that Mr. R. on his first contact with the patient's therapist, offered the latter a "gift". It has been our experience that a relative who does so at the onset of treatment can usually be expected to bargain for some "favor" from the therapist.
The following case illustrates how obstructionism on the part of a relative can be manifested in a less direct yet no less destructive fashion. In this instance, the relative, while quite aware of the nature of her behavior, nevertheless intruded herself and her opinions into the therapeutic situation, in a manner detrimental to the patient's welfare.
Case 3: B. R., a 22-year old unmarried female, was classified prior to her admission to High Point Hospital, as a dependent-aggressive personality. A previous hospitalization, following a suicidal attempt, lasted but one week, because of the mother's irresponsible intervention. Later, ten months of psychotherapy as an out-patient proved unproductive and in the face of increasing depression the patient received a total of' 40 electro-convulsive treatments on an ambulatory basis. The patient's former therapist complained of the persistent sabotage of his therapeutic efforts by the patient's mother, and when the patient was admitted to High Point we could soon agree with him.
From the outset the mother was reluctant to give up the idea that she could do more for her daughter than any psychiatrist. In spite of our advice to the contrary, she persisted in her exhortations that the patient "buck up and get better". The mother, in this respect, challenged the patient, argued with her, and embarrassed her on visiting days by disparaging her efforts at improvement. Whenever the therapist was 'able to help the patient make plainly observable g,ains, the patient's mother found some relatively minor point to complain about, such as: "But, Doctor, you are doing nothing: about my daughter's excessive weight ... " On occasion she would express satisfaction with the patient's progress in the therapist's presence, only to later disparage him when alone with the patient. It became clear that this parent felt her symbiotic relationship with the patient threatened by any move towards improvement on the part of the patient.
Rather typically, the patient's father had been quite inconspicuous and unassuming. He was gradually activated in this situation. The therapist's tactic proved auspicious inasmuch as the father was found capable, with encouragement and support, of counteracting the unwholesome maternal influence. Despite the initial unwarranted plaint that hospitalization was too expensive to be borne, the parents, because of the more active role assumed by the father, soon were in ·agreement with a long-term treatment. The patient then concurred, particularly as the mother's unwise pressure abated. The consideration of expense was placed in proper perspective. The irrational aspects of the behavior of both mother and patient were brought into therapeutic focus. Released from undue pressure the patient recognized her faulty patterns and explored the ambivalent attitudes toward her mother which had created her dependent-aggressive traits. The mother became increasingly tolerant of the therapist's efforts, although hardly a 'paragon of cooperation. The father's role grew increasingly important. His mobilization played no small part in achieving a smoother relationship with the mother in a manner which proved quite encouraging to the patient. We have found it a valuable practice in our experience, when one parent is a real problem to involve the other parent more actively in the treatment program, even if he originally seemed a relatively passive and inadequate person.
The following case, too, is an example of "defensive obstructionism". However, in this instance the response was provoked by any evidence of progress on the part of the patient in the face of the prognosis originally determined to be very poor.
Case 4: Mrs. B. K., was a 41-year old hebephrenic whose husband, a physician, had developed an over-pessimistic attitude at the onset of her illness, finally concluding that she would have to be committed to a state hospital. His attitude was not modified by the fact that her identical twin had overcome a paranoid schizophrenic episode. He had already removed her prematurely from several hospitals, and from the care of a number of psychiatrists until her siblings actively intervened in the immediate period before her admission to High Point, and insisted that she finally be hospitalized for a fair period of time. Their intervention was encouraged by the referring psychiatrist who had continued to treat her despite her husband's protests. The patient's hebephrenic symptoms had returned in force, and her husband would have preferred she be committed to a state hospital.
When Mrs. B. K. was admitted to High Point in June, 1955, her husband seemed willing to cooperate despite his attitude of hopelessness and his wish for her commitment to a state institution. At the third month, when she definitely was showing progress, her husband began threatening to take her out of the hospital because of the financial burden. The patient's family revealed at this time that actually he was not involved since they had been providing the funds for her care. His next gesture was to observe and use any symptoms still present in the patient to argue for discontinuation of treatment on the basis of futility. However, at this time, he was not quite willing to take full responsibility for her. Subsequently he sought cooperation by seeking sympathy for himself. In order to prevent his interference a separation agreement was proposed and her family agreed to assume full responsibility. With this, he withdrew, and the patient began to improve rapidly. She established reasonable goals, found a job and reestablished her previous relationship with the referring psychiatrist. The patient was then discharged considerably Improved in March, 1956. We have observed that in attempting to enlist the constructive participation of relatives in a therapeutic program, realism compels that goals remain relanve and modest. With an awareness of the complexly symbiotic needs of both relative and patient, it is unrealistic to expect too durable modifications of attitude and attendant behavior in the relative. This is so in spite of the occurrence of some favorable changes in the latter at the onset of hospitalization or the onset of illness. To be sure, one may observe a relative, who had for many years shown a significantly destructive lack of empathy for the patient, react with consideration and concern, but by and large the permanency of such changes are best kept in thoughtful doubt.
The following case is an illustration of this fact, and the manner in which it came to be used to therapeutic advantage.
Case 5: Mrs. G. B., a 3O-year old schizophrenic, was a patient in long-term psychotherapy at High Point. She had been progressing satisfactorily and appeared encouraged when her husband began to show modification of certain attitudes and behavior which Vol. 3, No.3 had previously constituted for her a source of chronic dissatisfaction. After a time, however, the patient's husband gradually began to revert to type. The patient herself was in complete disagreement with his sudden decision that she leave the hospital,and she accordingly became increasingly depressed. She was helped to see that her husband's previous and reassuring change was proving illusory, and that if her life situation was to improve in any meaningful sense, the onus of change would ultimately rest upon her. This was a difficult fact for the patient to grasp and accept but eventually Mrs. B. was able to take a more direct approach to her husband and successfully insist that her position was correct. This proved to be a novel response for this patient, and one which represented a healthy step.
Hostile interaction between one member of the marital unit and a member or more of the patient's peripheral family (siblings or parents) may be a source of anxiety that proves troublesome to the therapeutic process.
Case 6: Such a case was that of Mrs. D. K., a twice-married 35-year old dentist's wife, who was admitted in December, 1955, with an acute paranoid schizophrenia. At this time her brothers and sisters were violently denunciatory of her husband, blaming him for her illness. In accord with them was a neuro-psychiatrist, Mrs. D. K.'s friend, who was certain the patient would never get well if the marriage were not terminated immediately. The husband gave every indication that he felt a certain amount of hostility toward the patient. Solution of this problem was impossible until the patient had recovered sufficiently to discuss her relationships with both her husband and her family. Then she revealed how her family's attitude had developed previous to her breakdown. She, being unable to express hostile feelings toward her husband, had communicated them by certain non-verbal methods. These communications stimulated her family to express her hostile feelings toward her husband for her (and vice versa) while she sat back, listened and felt innocently relieved. But she had fanned her family's hostility to such a pitch that she had become fearful of what might happen to her marriage. They had begun to demand that she divorce her husband. He was drinking more and staying out longer in response to their attitude. Then the patient became ill. There was no doubt that this marriage was superior to the patient's previous one. Noteworthy, too, is the fact that criticism of the marriage was limited to two areasthe husband's heavy drinking and irregular periods of absenteeism from home in the evenings.
When the patient responded poorly in the first two months at High Point, her family's anxiety, and resentment of her husband increased. At this point her brothers forced her husband by threats of physical violence to admit all the blame. This relieved their anxiety but was otherwise of no help.
With an understanding of the patient's ability to provoke hostility between the patient's husband and peripheral family, it was possible to eliminate this as a source of intra-family anxiety (for the husband had actually begun to act hostilely toward her because of her family's treatment of him.) As the patient now reassured her family, their feeling of futility about the situation disappeared together with the logical anxiety. Their attitude toward her husband improved, as did his toward the patient. Further improvement continued, and the patient was discharged in May, 1956. In order to avoid the impression that relatives invariably respond to their anxieties in a manner detrimental to the patient, we append the following case to illustrate how one may unwittingly ignore the judgment of a level-headed, informed relative.
Case 7: M. L., was a 49-year old divorced female who had for many years prior to admission suffered severe compulsive symptoms and phobic reactions, From the moment she entered the hospital this patient was extremely critical of everything and everyone about her. Her manner was irrationally bitter. The patient's brother had been able to remain quite objective about her illness, and was eager to have her receive prolonged treatment. The patient soon became rather ingratiating with her therapist, indicating that if it were not for him her stay at the hospital would be unbearable. She gradually showed signs of "improvement", seemed to engage in therapy, and change her critical attitude. She stated that she now would not think of leaving the hospital until her therapist agreed she was well enough. At a later date the patient applied for permission to spend a week-end at home because of an important holiday. The brother was consulted and expressed some anxiety about the end result of the projected visit. The therapist, failing to recognize this as well-founded anxiety, reassured the brother that the patient was gratified at her progress and would not refuse to return. She was allowed to go with the inevitable result that once there she decided to remain at home. Hind-sight, of course, is better than foresight, but had the therapist recognized this relative's anxiety for what it really was he would have properly re-evaluated the patient's "progress" as a highly manipulative maneuver. The visit would have been disallowed, and interruption of therapy prevented.
It is therefore important to identify that relative in a family who seems the most objective and be alert to the validity of his anxiety and the help it offers the psycho-therapeutic program. SUMMARY AND CONCLUSIONS This paper describes a number of observations. made by the medical staff of this hospital in its dealings with the relatives of our patients subjected to an intensive psycho-therapeutic program.
Our frame of reference has been the recognition of mental illness as a totalized process, involving the family as a psycho-social unit. Hospitalization of one family member is observed to provoke in relatives a number of reactions which can be summarized as anxiety, and defensive operations against such anxiety. The latter characteristically create the various problems a therapist encounters and must solve in order to insure that the relatives' participation in the treatment program will prove beneficial rather than detrimental to the patient.
The importance, particularly with psychotic patients, of having repeated therapist-relative contacts has been stressed. We have found them beneficial to the patient's effective treatment.
We believe that only limited goals may be sought in working with relatives since lasting attitudinal and behavioral changes are not common, although certain limited modifications along these lines may be achieved.
The paper, further, reviews some of the known sources of anxiety in the relatives of hospitalized psychiatric patients.
A number of troublesome defensive operations against anxiety have been illustrated with case material.
While we appreciate that this report constitutes a very modest contribution to an understanding of the relatives of psychiatric patients, we do hope that it will stimulate further investigation of this important topic.
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La famille reagit ala maladie mentale d'un de ses membres par de l'anxiete et par des reactions defensives en regard de cette anxiete. Ce sont ces reactions defensives qui doivent etre reconnues et evitees (ou corrigees) lorsqu'elles sont, ce qui est souvent Ie cas, defavorables au malade.
Les auteurs soulignent quelques-unes des sources d'anxiete de la famille. lIs elaborent ensuite sur un certain nombre de reactions defensives de la famille, avec cas detailles a l'appui. Ils soulignent quelques methodes employees pour ecarter ou recanaliser au profit du malade, les reactions irrationnelles de la famille.
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"SEVEN YEARS OLD"
June the twentieth, nineteen fifty one was the birth date of the Canadian Psychiatic Association -on the seventh anniversary of this date the Association met in Halifax. Perhaps we are being subjective and unduly impressed by the event because of the magic of number seven or because one associates the seventh year with the attainment of moral responsibility. Be that as it may the meeting seemed to indicate a significant turning point in the affairs of the Society.
The early years have been devoted necessarily to ensuring our survival, developing our membership, organizing a distinctive and effective method of committee work and evolving means of representation and communication. Some short time hence we plan to publish a short historical summary of the formative years for our more recent members.
The new spirit that manifested itself at the last meeting is a preparedness now to engage ourselves as a national group with the many problems that await our attention. There is a readiness to reach decisions and to act upon these decisions in the fields of post graduate training, hospital inspection and standards, sickness insurance, medico legal procedures, etc.
The actions required involve our cooperation with other national bodies, medical and lay, many with the prestige and authority of long established existence and responsibility. It is heartening to find them seeking and responding to the considered opinions of our association. The value of these opinions is determined directly by the Association continuing to be representative of the majority of psychiatrists in this country.
As medicine generally now moves into an era of more complex administrative arrangements, long familiar to psychiatrists, more of our colleagues will come to understand how factors far removed from the patient and doctor can profoundly affect patient care. It is appropriate that this Association demonstrates its obligation to appraise and judge, critically and impersonally, any such factors, beneficient or malevolent which come to its attention. That we are now ready to do so was the impression made at our seventh birthday.
